Data were collected from hospital emergency departments for syndromic surveillance during the 30 days surrounding the Kentucky Derby Festival in Louisville, Kentucky. Two collection methods were employed. One method used personal digital assistants (PDAs) to capture presenting complaint (reason for care) and demographic data from emergency department patients in 6 hospitals. Six other hospitals used preexisting hospital computerized record (CR) systems to extract the same information from hospital records. Reason for care was categorized into one of seven predetermined categories. Data sent by 3 of 6 hospitals in the CR group were not interpretable in near real time and were excluded since no syndromic category assignment could be provided by these hospitals. Data from all 6 PDA group hospitals were usable. Among the 9 remaining hospitals, the mean number participating each day was 6.2 (range 1-9). The syndromic category most often assigned to patient encounters in all hospitals was "other." When the data were grouped by syndromic category as a percentage of all daily visits, no spikes in any syndromic category were detected throughout the study period. Use of the PDA was accepted as a tool for syndromic data collection by hospitals; however, compliance varied between hospitals using this method. When syndromic category assignment was made by the sending CR hospital, CR data were more complete than PDA data. Participation by all 12 hospitals demonstrated the acceptance of communitywide surveillance and the role of the health department as the data repository. We reviewed a syndromic surveillance system based on the emergency department; the system was developed to detect bioterror attacks early for the safe 2002 Korea-Japan FIFA World Cup Games. We developed protocols of case definition, report form, reporting strategies, method of data analysis, Web-based reporting programs, and so on. Syndromes for surveillance were acute neurologic syndrome, acute skin rash syndrome, acute hemorrhagic syndrome, acute respiratory syndrome, and acute diarrheal syndrome. There were 120 emergency departments from 16 provinces and cities designated to report suspected cases, including a zero report, daily through a Web-based reporting program. If bioterrorism or outbreak was suspected, the provincial epidemiological investigation team conducted an investigation. The average daily report rate was 94.1%. The number of reported cases were as follows: acute neurologic syndrome, 0; acute skin rash syndrome, 18; acute hemorrhagic syndrome, 10; acute respiratory syndrome, 2,520; and acute diarrheal syndrome, 1,414 (cluster, 30; sporadic, 1,384). There was no evidence of bioterrorism throughout the 13 weeks, including the 1-month period of the FIFA World Cup Games, except for several food poisoning outbreaks. There were some limitations in this surveillance system: no previous reference data, inappropriate applications of case definition, variation of reporting rates by hospital, and lack of public health workers and field epidemiologists for investigation. We would like to conduct this syndromic surveillance continuously during ordinary times to focus on the in- 
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As part of the preparation for the epidemiological surveillance during the 2004 Olympics, a pilot study was conducted during July and August 2002 to assess the feasibility and value of a syndromic surveillance network in the Greek health care system environment. The points of data collection were the emergency departments (EDs) of 14 hospitals in the greater Athens metropolitan area, 3 more cities hosting Olympic games, as well as one major primary health care facility close to Athens and the Olympic athletic facilities. The Hellenic Center for Infectious Disease Control (HCIDC) staff visited participating sites daily to review chief complaints and preliminary diagnoses recorded in ED books and to collect information on a specially designed form for ED encounters representing 1 of 12 public health syndromes of interest. All data from the facilities were faxed to the HCIDC Office of Olympic Games and an analysis report was produced daily. HCIDC staff, in collaboration with infection control nurses, conducted follow-up investigations on a number of cases for verification of condition. The syndromic surveillance network was well accepted in the participating facilities, and expanding it to cover all major public hospitals of the Athens metropolitan area and other cities is deemed feasible. This will require custom-designed procedures for data collection for each health care facility, as well as additional training of ED personnel. The system is currently being evaluated regarding sensitivity and specificity and is expected to be fully operational at least 6 months before the 2004 Olympics.
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